It is crisis time for health care management in Ontario. This is being felt particularly acutely in the emergency rooms of Toronto's hospitals, where overcrowding has forced ambulance services to divert patients -occasionally very ill -to more distant hospitals. Placing these worrying developments within the framework of a single clinical entity -namely traumatic brain injury (TBI) -helps illustrate the depth of the current malaise. Nowhere are the statistics more troublesome than in the perennially thorny issue of mild TBI.
In 1996, The Ontario Brain Injury Association (OBIA) 1 reported that 12, 459 Ontarians over 16 years of age suffered a TBI; of these, 84% were deemed mild. This figure, however, fails to capture the full extent of the problem. Viewed within a larger context, 693,631 Ontarians sustained an accidental injury not requiring hospitalization during the same period. 2 Causes varied widely, from falls in the elderly to motor vehicle accidents in the younger age groups: the latter exceeded 68,000. 2 However, the OBIA data record that only 2,365 patients with mild TBI were admitted. While we cannot assume that all motor vehicle accidents are synonymous with head injury, the discrepancy in numbers suggests the majority of patients with mild TBI go undiagnosed. This impression is strengthened by data from Sunnybrook and Women's College Health Science Centre, the province's largest tertiary referral trauma centre, where 85% of patients under 65 years of age sustained their mild TBI in a motor vehicle accident. 3
The costs involved
How does this translate into the all important element of health care dollars? In their report detailing the economic burden of unintentional injury in Ontario, 2 a consortium of organizations including the Ministry of Health 2 have divided the costs of accidental injury into direct (medical and paramedical services, costs of rehabilitation provided by physicians, occupational therapists, etc.) and indirect costs (i.e., the inability of the injured person to return to their premorbid level of productivity). It is estimated that direct costs approximate $125 million per year, whereas indirect costs are over three times this amount ($441.7 million). 2 Given that the mortality figure for mild TBI is zero and the overwhelming majority of patients are not sent for rehabilitation, the cost burden here is predominantly indirect. Mild head injury resulting from motor vehicle accidents primarily affect younger persons, with a sizable minority never regaining their premorbid level of work proficiency. Data reveal that 15-20% of patients with mild TBI remain disabled (i.e., unable to resume work, social interactions impaired) one year post injury 4,5 and even of those considered recovered, a subgroup do not endorse a full return to their premorbid abilities despite going back to their jobs. 6 Here again the Ontario data give cause for concern. In 1996, only 813 (8%) Ontarians with mild TBI were sent for rehabilitation. 1 What of the remaining 7-12% whom we suspect of having a poor outcome and what of the extensive "silent" majority whose injury was not even detected?
Why the discrepancies and is there a solution?
One major reason for the shortfall between reported and predicted numbers of patients with mild TBI can be placed squarely at the feet of clinicians and researchers who still find themselves at loggerheads over what constitutes the best definition of a mild TBI. The preliminary DSM-IV 7 approach requiring a definite loss of consciousness contrasts with the less rigorous American Rehabilitation Association definition 8 in which even the briefest alteration of consciousness suffices for diagnostic purposes. Who is the emergency room (ER) physician to believe? Attempts at consensus criteria have come up with the following: A loss of consciousness ≤20 minutes, a post-traumatic amnesia ≤24 hours and a Glasgow Coma Scale score ≥13. 9 While a useful place to startand all ER physicians should be fully conversant with this definition -the question of how to deal with the patient who reports being stunned briefly after a blow to the head and then endorses many of the symptoms of a postconcussion disorder has yet to be satisfactorily addressed.
Can the clinician look for premorbid markers that may help steer patients at risk into appropriate rehabilitation programs? It has long been accepted that those with a history of previous head injury, psychiatric problems and current social stressors are more likely to have a poorer outcome. 10 While this makes intuitive sense, a recent review of these data cast doubt on their validity. 4 Once again, further longitudinal research is needed. As for treatment, a dearth of empirical data exists. A recent publication by the Oxford Head Injury group initially concluded that routine follow-up of all mild TBI patients did not improve outcome six months following injury. 11 A subsequent publication from the same group reached the opposite conclusion. 12 The jury, therefore, is still out.
What is apparent, however, is that the numbers alone present a daunting challenge to the health care profession. This editorial has concentrated on motor vehicle accidents, but TBI from other sourcesparticularly falls in the elderly -are even more demanding of valuable health care dollars. A similar situation pertains to head-injured children. 2 This silent epidemic, with minimal mortality but considerable morbidity, is exacting a considerable toll. It is estimated that by the year 2019, the economic costs of accidental injury in Ontario (not all of it head-related) will total $3.3 billion, a 12.3% increase over current levels. 2 By simply reducing the number of motor vehicle crashes by 10% annually (for example, by promoting safety precautions like buckling up, driving slow-er and keeping sober), the net annual saving to Ontarians will amount to over $180 million annually. 2 Compelling statistics indeed, and while prevention must remain the bedrock on which all therapeutic endeavours are based, it behooves researchers to come up with clearer guidelines as to what constitutes a mild TBI, to solidify putative markers of poor outcome, and to address the unresolved issue of whether routine follow-up of all cases is not only feasible, but also beneficial.
Il y a crise dans le domaine de la gestion des soins de santé en Ontario. Cette crise se fait sentir de manière particulièrement aiguë dans les salles d'urgence surpeuplées des hôpitaux de Toronto, au point où les ambulanciers doivent diriger les patientsà l'occasion très malades -vers des hôpitaux plus éloignés. Si l'on transpose cette situation inquiétante dans le contexte d'une clinique spécialisée en traumatisme cérébral (TC), par exemple, on pourra mieux comprendre l'ampleur du malaise actuel. Nulle part n'existe-t-il de statistiques plus troublantes que celles portant sur les questions déjà épineuses, entourant le traumatisme cérébral bénin.
En 1996, l'Ontario Brain Injury Association (OBIA) 1 rapportait que 12 459 Ontariens de plus de 16 ans ont souffert de TC dont 84 % étaient bénins. Cependant, cette donnée ne tient pas compte du problème en son entier. Si on l'examine d'un point de vue plus large, on constate que 693 631 Ontariens ont subi une blessure accidentelle ne nécessitant pas d'hospitalisation au moment de l'accident. 2 Les causes varient grandement, qu'il s'agisse de chutes chez les personnes âgées ou d'un accident de véhicule à moteur dans des groupes d'âge plus jeunes, où il y a eu plus de 68 000 accidents. 2 Cependant, les données de l'OBIA indiquent que l'on a admis seulement 2 365 patients souffrant de traumatisme cérébral bénin. Bien que nous ne puissions présumer que tous les accidents de véhicules à moteur soient synonymes de blessures à la tête, l'écart dans les nombres indique que la majorité de patients souffrant de TC ne font pas l'objet de diagnos-tic. Cette impression est renforcée par les données du Sunnybrook and Women's College Health Science Centre -le plus grand centre de référence tertiaire de la province pour ce qui est des cas de traumatismes -qui indiquent que 85 % des patients de moins de 65 ans ont subi un TC bénin dans un accident de véhicule à moteur. 3
Ce qu'il en coûte
Comment cette situation se traduit-elle en dollars de soins de santé où chaque sou compte? Dans un rapport décrivant par le menu détail le fardeau économique des blessures non intentionnelles en Ontario, 2 un consortium composé d'organismes comprenant le ministère de la Santé 2 a séparé les coûts des blessures accidentelles en coûts directs (services médicaux et paramédicaux, réhabilitation fournis par les médecins et les ergothérapeutes, etc.) et …voir Éditorial, page 332
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